Science and serendipity in colorectaI surgery 1
This was a lively meeting at which six short papers selected from many summaries which had been reviewed by the Council were presented.
The first paper was on the 'low anastomosis' by Mr Roger H Grace of The Royal Hospital, Wolverhampton. He described an end-to-side technique for colorectal anastomosis and presented his results for this technique as well as the standard end-to-end technique. The advantage of the end-to-side anastomosis was that it reduced the possibility of tension on the mesentery of the colon so that the ascending left colic vessels might be preserved during mobilization of the left~ol on. This was not a controlled study and he did not attempt to compare the two techniques.
His results in 100 patients over three years in terms of anastomotic breakdown, leakage and faecal fistula were excellent and the meeting agreed that they compared with the best series available. The audience wanted to know what Mr Grace meant by 'low anastomosis'. He replied that he had included in his series any anastomosis between the colon and the rectum; this series was equally divided between intraperitoneal and extra peritoneal rectal anastomoses. He suggested 1 Report of meeting of the Section of Proctology, 25 March 1981 0141-0768/81/090697-03/$01.00/0 that the main factors in achieving a good anastomosis were absence of tension, absence of sepsis, a good blood supply to the ends of the bowel and factor X, for it is well recognized that despite achieving the first three factors breakdowns still occurred which at the present time were not fully understood.
The second paper, presented by Dr Clare Higgens of the General Hospital, Birmingham, has been published separately (Higgens et al. 1981) . It was concerned with preoperative weight loss and its impact on the postoperative outcome in inflammatory bowel disease. One hundred and six patients were included in the series: 73 had small bowel resections, 15 had colectomy with ileorectal anastomosis and 18 had a panproctocolectomy. Patients were divided into three groups: < 80%, 80-90% and > 90% of their preoperative ideal body weight. The preoperative variables including age, sex, nature of surgical resection and incidence of pre-existing sepsis and perioperative corticosteroid therapy were similar in the three groups. Antimicrobial prophylaxis had been used rather more commonly in patients of normal weight. Sepsis after surgery was defined as minor if simple local wound sepsis, but major if wound sepsis associated with systemic symptoms, abscesses or fistulae had occurred. When analysed for sepsis rate, no difference could be detected between the three body weight groups and the conclusion, rather to the surprise of the investigators, was that in this series of patients preoperative weight loss did not adversely affect the outcome of surgery or result in increased sepsis rates.
The audience felt that the good results were related to the rather young age of patients who were operated on for inflammatory bowel disease. Dr Higgens commented that even patients with only 60% of their ideal body weight had done well when submitted to surgery unless they already had septic complications preoperatively. Mr P Hawley agreed that this was also his experience, but he was reluctant to do any sort of anastomosis in a patient with gross weight loss, preferring to do an ileostomy.
The next speaker was Claus Fenger, from Denmark, who was welcomed to the Society's meeting and gave a paper on the histology, pathology and clinical aspects of the anal transitional zone. He has investigated the zone in excised surgical specimens macroscopically after staining with alcian blue, and microscopically with the scanning electron microscope. The anal transitional zone was classically described as commencing at the dentate line and extending for about one centimetre up the anal canal to the area where rectal mucosa with crypts became apparent.
This zone stained quite clearly with the alcian blue dye in the macroscopic specimen and he had found that in 10% of specimens the transitional zone extended below the dentate line and in 5% did not commence until 1-2 em above the dentate line. In 1-2% of specimens no transitional zone could be demonstrated at all. Other authors had said that the anal transitional zone may lie anywhere from 6 em below the dentate line to 20 em above it. Both the histology of the anal transitional zone and electronmicroscopy were quite characteristic. The zone contained endocrine cells and melanin-containing cells, explaining the occasional occurrence of carcinoid tumours and melanomas. In 2.3% of specimens he had found dysplasia of the zone very similar to that found in the cervix, but the relevance of this finding was not yet apparent.
A paper was then delivered by Mr M R B Keighley of the General Hospital, Birmingham, which showed the serendipity of surgical research. His group had embarked on a randomized trial to compare the value in colorectal surgery of cefoxitin with metronidazole and gentamicin as prophylactic agents against sepsis. They had constructed a proforma to obtain two groups of patients undergoing surgery for carcinoma of the colon who would be comparable in every way, except in the prophylactic antibiotics used. Two doses of the antibiotics were given, one in the anaesthetic room just prior to surgery and one at 6 pm on the evening of surgery -all drugs being given intravenously. They had, however, failed to clarify which sort of bowel preparation should be used in these two groups of patients, but on analysis found that the two methods of bowel preparation used during this series were equally distributed between the two groups. The methods of bowel preparation were oral mannitol and whole bowel irrigation.
On analysis of the series it became apparent that there was little to choose between the two antibiotic regimes. There was a 27% sepsis rate in the cefoxitin treated cases and 31% in the metronidazole and gentamicin group. The most striking result was the high incidence of sepsis which was unexpected and much higher than that reported in other recent series. The groups were then analysed with respect to what bowel preparation they had and it was found that 40% of those prepared with oral mannitol had developed sepsis postoperatively whereas those prepared by a whole bowel washout fared very much better. Review of the organisms found in the infected cases showed a very high incidence of Escherichia coli. Some faecal bacterial counts were then carried out in patients prepared with mannitol and compared with those who received whole bowel washouts. It was found that very much higher total counts of E. coli were present in the mannitol prepared group.
Mr Keighley went on to surmise that the reason for the large numbers of E. coli found was that the E. coli actually metabolized mannitol. Some recent work, for instance, had described the large amounts of hydrogen and the potentially explosive situation created when mannitol was used as a preparation before colonoscopy. The conclusion of the paper was, therefore, that there was little to choose between the two antibiotic regimes, but that oral mannitol is unsuitable as a bowel preparation. The audience considered that another explanation of his findings might be that mannitol by mouth was not as good a preparation as whole bowel washout simply because it cleaned the colon less well. There seemed to be general agreement amongst the audience that this was indeed the case, although it did not explain the relative overgrowth of E. coli in cases prepared with oral mannitol.
The question of small bowel haemorrhage from a site which was difficult to identify was then discussed by Mr J M A Northover of the Middlesex Hospval, London. The main causes of haemorrhage from the small bowel were arteriovenous malformation, Meckel's diverticulae and diverticular disease of the small bowel. None of these could be detected by upper gastrointestinal endoscopy or colonoscopy, but arteriovenous malformations could usually be detected by angiography. He went on to discuss a patient who had presented some years before with severe small intestinal bleeding. At laparotomy he had been found to have diverticulosis of the small bowel. A considerable length of ileum had been resected and the patient did well but was readmitted on this occasion with further severe small bowel bleeding which was life threatening. The patient was taken to the X-ray department and a transfemoral catheter was passed to the superior mesenteric artery origin. An angiogram was then done which showed a small pool of blood in a part of the ileum. The anatomy of the vascular arcades to the small bowel was very carefully noted together with the position of the blood. The patient was taken to theatre with the arterial catheters still in position. At the time of surgery the small bowel was full of blood and it was impossible to tell the origin of the bleeding. An on-table angiogram was done after marking the margin of the small bowel very carefully with many numbered metal markers. The vascular pattern was studied on the on-table angiogram and compared with the position of the markers. Active bleeding had stopped but the area of bleeding previously seen could be identified from the anatomical arrangement. This piece of bowel, only 4 inches long, was resected. The specimen was injected with micropaque and it was confirmed that one diverticulum filled with the contrast. On opening the bowel barium was seen clearly in the diverticulum. Following surgery the patient has not had any further re-bleeding. It seems that this technique could be valuable in sparing patients who are bleeding from repeated extensive surgery which might well result in short bowel syndrome. From the floor of the house some American experience was recounted confirming the value of this technique.
The final paper of the evening was presented by Mr M R Lock of the Gordon Hospital, London, and concerned work he had done in the department of the late Dr Rupert Turnbull of the Cleveland Clinic reviewing the case notes of 1089 patients with histologically proven Crohn's disease. The initial distribution of disease could be accurately assessed in 361 of these patients who underwent a primary intestinal resection between 1955 and 1973. These patients had been followed up for a mean of 11.4 years and the incidence of recurrence requiring further intestinal resection was examined by statistical and actuarial methods. The overall incidence of recurrence was 35% and the cumulative risk of recurrence at 24 years was as high as 54.8%. If the patients were divided into 3 groups, those with terminal ileal disease alone had 32.7% chance of recurrence, those with combined ileal and colonic disease had a 43.8% chance of recurrence and those with Crohn's disease affecting only the colon had only a 24.3% chance of recurrence. The greater incidence of recurrence with ileocolic disease persisted through subsequent second, third and fourth recurrences. Not only were there more recurrences in the ileocolic group, but the patients presented earlier with the disease and recurrences also occurred earlier. Actuarial analysis indicated that after 23 years the recurrence rates in all groups were likely to be the same. Some surprise at the high recurrence rate was expressed by the audience who wondered if the special nature of Dr Turnbull's referral practice, which was known to receive many difficult and complicated cases, was likely to have influenced the results of this study. Experience from Birmingham had suggested that in patients with ileocolic disease a panproctocolectomy with ileal resection and ileostomy had a lower recurrence rate than more conservative types of surgery. It was agreed that the recurrence was nearly always on the ileal side of the ileocolic anastomosis and there was some discussion about a possible 'faecal factor' in the causation of ileitis. Mr Kennedy expanded some aspects of his lectures. He contested the validity of the equation 'Medical Care= Health' and emphasized the obvious contrasts that exist between the technical skills available and the necessary ethical and moral base which should control their use. He saw the power of professionals as a potential enemy of individual autonomy, and also wished doctors to examine more critically the nature of a profession which in his view should now allow a greater degree of 'consumerism', including recourse to an ombudsman after adequate audit and peer-group review. Whilst deploring litigation as any kind of solution, he did feel that the medical profession should be prepared to justify its actions more readily; sometimes difficulties arose from doctors' failure to communicate fully and clearly. Mr
ARTHUR P WYATT

Consultant General Surgeon
